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Publiclyfunded programs that increase the use offormal community-based care by
the elderly could cause less reliance on informal care. The effrct of channeling on
informal caregiving was examined using data collectedfrom frail elderly andfrom
theirprimary caregivers. Thefindings suggest some withdrawalfrom caregiving on
the part of neighbors andfriends during the demonstration. Overall, however, these
reductions were not large relative to the increased use offormal community-based
services.

Much of the care of the functionally impaired elderly is provided on an
informal basis by family or friends. As noted in the first article (Car-
cagno and Kemper), one of the objectives of channeling was to main-
tain the level of informal care given to clients. In principle, informal
care could increase or decrease under channeling. To the extent that
channeling's additional services and case manager support enabled
caregivers to continue giving care longer-thereby allowing clients to
postpone entering a nursing home-informal caregiving would
increase in the aggregate. But to the extent that channeling's services
simply substituted for informal care provided to persons who would
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have been, in the, commwity evenOwithout channeling,. informal care
woid; be reduced. This article: adckes Ghannelihng as on reeipt
and provision of informal care. (For additional detail, sVee: Christian-
son, 1983.) Applebaum et al. (thiissvue) address the effects on care-
giver well-being.

-BACKGROUND

The generlliterature on informal caregivin provides substantial evi-
dence that informal caregivvrs axe the imary providers of long-term
care to the elderly. Over a decade ago, a national suwey of persons
ages 55 and over receiving care at home indkated that at least some of
that- care was provided in four out of every five cases by a rlaltive
(National Center for lIealth Statistics, 1972), and subsequent surveys
Qf specific cities found similar results (Gurland et al., 1978; Gerl
Accounting Office, 1l977). Most qaregirvers are children, followd-by
spouses and, much less frequently, friends or neighbors (0anieal
Acconting Office, 1977; Lewis et al., 1960; MGrris, $hervoodd 4nd
Gutkin, 1981). Friends and neighborsaappear to be the -osttnpus
part of informal care networks, with elderly turning to them for asis-
tance primarily when family members are not availahie (Stofer and
Earl, 1983). Elderly males- are most lilcely to receive care from hir
spouses, while elderly females rely predominantly on children (usua.lly
female) (Shanas, 1979). lIformal c,areg ers Provide a wide variety of
care ranging fromrnursing toQtr4nsportation, but personWlcare ad
housekeeping are provided most frequently (Dunlop, 1980;
Fhank-father, uSmith, ad Caro, 981; Cantor, 190; Treas, 1977;
Br-anh,anqJette, 1983;_! and forqwitzi and Dobrof, 1982).

:Given the estensive lianceby the de rly o info -M arS v;ing,
as documented in the litperature (see rporqwitand Dobrof,, 1982,and
aStephens and Chrstianson,1986, for 4dition,al-fer ncs), it is
Rirprtafnt to1 ?smine jthe ,imactofC theiq ghnnlng0npntrtiiqn)on
inforay .povidnd services . As .the- Jlieah Qare Fi4i~png lAcmiis-
tration obseprved in itS discussion papr pn longterm care,". .littleJis
-known abQut the .eitent to wheh famnilies might be epected to shift
car responibist-ies to .the)^pul?ic setortinrer¢spnsei to e¢pn4dayail-
,abili£Y= of, p?lic funding"(Hgi 1th Qzkre, Finaigng ;Adminstratin,
_981, p. 41) A shifting, f caregh6 g rpn*iitiesn,y be ni-
eSt d in sevral4diffnt ways (Kuhn et al., W82). For ple jhe
pr~o4iQno of a specific; serviceby a fnar irfgiver y , ji,the
provision: of that service entirely by an informal caregiver; it may -reuce
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the amount of that informaal,service provided in any given, time period; it
may shift informal,caregiving to other services, and thus. have an inde-
terminant effect. on: the. total time spent by inforrmal, providers, in care-
giving activities;, or it may extend the length oftime informal -caregivers are
involved ,thereby increasing total effort even where less care is pro-
vided in an. average,4ay or week.

There, is relatively little empirical research on how informal care-
givers respond to case management interventions that increase the use
of formal services by the frail ,elderly. Analyzing a-small sample (,N =
178) of elderly.who applied- forx,pu,icly funded,homemaker services,
Lewis et. al. (1,980), found evidence, that informal caregivers may, shift
into new areas .of caregiving, when formal. services are introduced.
Greene (1,983),. in- his analysis of 124 individiPals participating, in, a
:compre.hensive case management,program, found-a substantial reduc-
tioil in the.number of areas in which informal care. was provided, but
noted that this may, ha,verefl,ect.ed specialization rather than an overall
reduction -in caregiver effort.1 In a third, study. Smith, Talbott, ..and
Miller (1982) analyzed larger samples (N = 1)884+.nd N = 1,044) of
initial, assessments of participapnts, in a community care demonstratin
similar to channeling. They found little evidence of less use of informal
care associated.,with greater use of formal care. .None of these studies
used expnrimegal desns to analyze the,e4xent of reductions, in, infor-
mal care as axresult of case management and expanded access to formal
community care.

In, five cases, evaluaations of other community caremdemonstrations
have examined4ffects, on informal ;re g ($eper, Appl.baum,
,;Uand 1-larri,ga. n, 1987). ,The $quth Carolina LTC demonstration sub-
stanOally, increased. receipt of ipformal care at home. This -crease. was
directly, a,soci,ated,with, a reuctipn, in nxsing, home-plaacement ,(see
Wooldridgq ndan hore, .hisis,ue).s ecause more -of the treatment
group repained at,l-ne, a higher proportion relied, on informal care
,-than among the cpntrol gr9pp In the o4ther four demopstrations that
evWluated -informal caregiyg, sing, home: use was not significantly
reduced.. Only one r,eportcd an effect, on informal caregiving: a reduc-
tin iA help, withj 4)L tasks (*.u-h as,housekeeping, eal preparation,
and so for,th). N,o fnd .any.effect qQn,help wh ADL tasks (that is,
..personpal care).

The ihaelig evaluiqn adds to-the relltively limited existing
t;evidence cpncerning t-e !impact !eof cse manageent. support., and
incr~ed formal powpRty b >rs ob ^~ortfmal; caregiving. A
wide yariety, of mauresoffqral and ji-pTrx care w collected at
different0 pont6 in, timn fom lboth fraileerly d their primary care-



102 HSR: Health Services Research 23:1 (April 1988)

givers. These measures permitted estimation of channeling's impact
from a variety of perspectives. The evaluation sample size was large
relative to previous studies, facilitating the detection of significant
impacts.

IN-HOME INFORMAL CARE

As in Corson, Grannemann, and Holden (this issue), the examination
of the impact of channeling on informal care first addresses care
received in the sample member's home. As noted in Corson, Granne-
mann, and Holden, channeling had no statistically significant impact
on the percent of sample members in the community during any inter-
view period. Therefore, the length of time during which informal ser-
vices were provided to sample members living outside of institutions
was not extended by channeling. As a consequence, this article focuses
on informal caregiving for sample members living in the community at
each interview period.

IN-HOME CARE FROM THE INFORMAL CAREGIVING
NETWORK

At least 85 percent of control group members in the community had an
informal caregiver (or caregivers) providing care at 6, 12, and 18
months (Table 1). The basic case management model had no signifi-
cant effect on the proportion of the elderly receiving informal care. The
financial control model had a small effect. At six months, for example,
the financial control model reduced the proportion receiving informal
in-home care by 4.2 percentage points. At 12 months, the proportion
receiving such care was reduced by 6.5 percentage points, from 85.5
percent to 79 percent. At 18 months, the treatment/control difference
was about the same as at 6 months, but not statistically significant
because of the smaller sample sizes.

Table 2 presents estimates of the proportion of sample members
receiving informal care at six months by the relationship of the infor-
mal caregivers to the sample members. As the control group means
indicate, almost half of the elderly had a child included in their infor-
mal caregiving network. About one-quarter had a spouse included.
Slightly lower proportions had some other relative and/or a friend or
neighbor included. The basic case management model had no effect on
the proportions receiving care from any of these sources. The financial
control model's effect occurred through some withdrawal of friends or
neighbors-a 4.9 percentage point reduction at six months. A signifi-
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Table 1: Receipt of In-Home Care from Informal Caregivers
(Percent of Sample Members in Community)

Treatment Control Treatment/Control
Group Mean Group Mean Difference

Basic case management model
6 months 83.9 86.4 -2.5
12 months 84.1 84.9 -0.8
18 months 85.7 87.2 -1.5

Financial control model
6 months 82.8 87.0 -4.2

12 months 79.0 85.5 -6.5
18 months 80.9 84.9 -4.0

Source: Christianson, 1986, Table IV.2.
Sample Sizes: basic model 1,605, 1,345, and 510 at 6, 12, and 18 months, respectively;
financial model 1,767, 1,456, and 534.
Note: Estimates are for receipt of informal services during a week at 6, 12, and 18
months after randomization.
**Statistically significant at the 1 percent level.

cant reduction of similar magnitude also occurred at 12 months among
friends and neighbors, and also among other relatives (not shown). No
other treatment/control differences were statistically significant at any
observation point.

To examine the sources of this reduction further, the impacts of
channeling on the proportions of the sample with caregivers who lived
in the same household and who visited to give care were estimated
(Table 3). At six months, more than half the channeling eligibles in the
control group had a caregiver who lived with the sample member in
their network; about half had a visiting caregiver. The financial control
model's effect was concentrated among visiting caregivers- a reduction
of 5.1 percentage points at six months. (The reduction was smaller at
12 and 18 months, 3.9 and 3.8 percentage points, and not statistically
significant.) This is consistent with the evidence that the reduction in
care occurred among friends and neighbors. Additional insight into the
relative importance of the decline in participation by visiting caregivers
is given in Table 4, which shows the number of visits per week from
visiting informal caregivers at 6, 12, and 18 months. The control group
received about three visits a week from visiting informal caregivers,
amounting to about nine hours of care per week (not shown). These
measures of intensity indicate that visiting caregivers on average pro-
vided substantial amounts of care.

The treatment/control differences in visits per week by visiting
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Table 2: Receipt of In-Home Informal Care at Six Months by
Relationship of Informal Caregiver (Percent of Sample
Members in Community)

Treatment Control Treatment/Control
Group Mean Group Mean Difference

Basic case management model
Spouse 24.7 24.1 0.6
Child 46.3 47.7 -1.4
Sibling 8.3 7.3 1.0
Other relative 23.0 24.3 -1.3
Friend or neighbor 15.6 18.8 -3.2

Financial control model
Spouse 25.0 27.0 -2.0
Child 43.5 43.4 0.1
Sibling 7.3 7.9 -0.6
Other relative 21.5 21.9 -0.4
Friend or neighbor 19.4 24.3 -4.9*
Source: Christianson, 1986, Table IV.4.
Sample Sizes: basic model, 1,605; financial model, 1,767.
Note: Percentages do not sum to 100 because some sample members received care
from more than one type of caregiver. Estimates are for receipt of informal services
during a week 6 months after randomization.
*Statistically significant at the 5 percent level.

Table 3: Receipt of Informal In-Home Care at Six Months by
Living Arrangement of Informal Caregivers (Percent of Sample
Members in Community)

Treatment Control Treatent/Control
Group Mean Group Mean Difference

Basic case managent model
Lives with sample member 59.6 59.6 0.0
Visits to give care 46.6 48.9 -2.3
Financial control model
Lives with sample member 57.6 58.4 -0.8
Visits to give care 48.0 53.1 -5.1
Source: Christianson, 1986, Table IV.2.
Sample Sizes: basic model, 1,605; fimancial model, 1,767.
Note: Estimates are for receipt of informal services during a week six months after
randomization.
*Statistically significant at the 5 percent level.
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Table 4: Number of Visits per Week from Informal
Caregivers (to Sample Members in Community)

Treatment Control Treatment/Control
Group Mean Group Mean Difference

Basic case management model
6 months 2.9 3.1 -0.2
12 months 3.0 2.9 0.1
18 months 3.2 2.4 0.8

Financial control model
6 months 3.2 3.4 -0.2
12 months 2.6 3.1 -0.5
18 months 2.5 3.2 -0.7

Source: Christianson, 1986, Table IV. 11 and Table IV. 12.

Sample Sizes: basic model 1,605, 1,345, and 510 at 6, 12, and 18 months, respectively;
financial model 1,767, 1,456, and 534.
Note: None of the treatment/control differences differs from zero at the 5 percent
significance level. Estimates are for number of visits during a week at 6, 12, and 18
months after randomization.

caregivers show no evidence of reductions under the basic model;
under the financial model, although the differences were negative at
each observation point, none was statistically significant. Treatment/
control differences in hours of care provided by visiting caregivers (not
shown) also were not significant. Thus, the amount of informal care
from visiting caregivers does not appear to have been substantially
affected by channeling. This is consistent with the finding that the
modest withdrawal of informal caregivers occurred among those least
closely associated with the sample member.

Table 5 shows types of in-home informal care received from all
informal caregivers at six months. The control group means indicate
that the overall pattern of care is somewhat similar to the pattern for
formal services (see Corson, Grannemann, and Holden, this issue).
Help was received with housework/laundry/shopping by about 80 per-
cent of sample members, meal preparation by about 70 percent, and
personal care by 56 percent. Managing money and helping with
chores, not surprisingly, were much more frequent for informal care-
givers than for formal service providers, as was providing help taking
medicine.

Under both models, treatment/control differences were generally
negative. There were no large or significant differences under the basic
model. However, under the financial control model, statistically signif-
icant reductions were found in the two most prevalent types of care,
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Table 5: Types of Informal Help Received at Six Months
(Percent of Sample Members in Community)

Treatment Control Treatment/Control
Group Mean Group Mean Difference

Basic case management model
Therapy 5.2 4.6 0.6
Other medical treatments 7.7 5.3 2.4
Help taking medicine 44.5 46.2 -1.8
Personal care 54.0 56.1 -2.1
Meal preparation 67.5 70.5 -3.0
Housework, laundry and/or

shopping 76.5 78.2 -1.7
General supervision 52.0 56.4 -4.4
Chores 44.8 46.8 -2.0
Managing money 53.3 54.5 -1.2
Other 1.8 2.4 -0.6

Financial control model
Therapy 5.2 5.3 -0.1
Other medical treatments 7.3 4.8 2.5*
Help taking medicine 45.2 45.7 -0.5
Personal care 53.3 56.2 -2.9
Meal preparation 64.4 69.7 -5.3* *

Housework, laundry and/or
shopping 74.6 80.8 -6.2**

General supervision 53.5 56.2 -2.7
Chores 32.6 34.2 -1.6
Managing money 54.6 57.2 -2.6
Other 0.8 0.8 0.0
Source: Christianson, 1986, Table IV.7 and Table IV.8
Sample Sizes: basic model, 1,605; financial model, 1,767.
Note: Estimates are for receipt of informal services during a week six months after
randomization.
*Statistically significant at the 5 percent level.

*`Statistically significant at the 1 percent level.

meal preparation and help with housework, laundry, or shopping.
Again, these effects were relatively small. The reduction in help with
housework, laundry, or shopping retained its significance at 12 but not
18 months. The reductions in assistance with meal preparation at 12
and 18 months were not significant. The only significant increase was
in the (small) proportion receiving other (that is, nontherapy) medical
treatments under the financial control model, but this had virtually
disappeared by 12 months and did not reappear at 18 months.
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IN-HOME CARE FROM THE PRIMARY CAREGIVERS

This section summarizes channeling's impacts on the types and amount
of care provided by those individuals identified by the sample members
as the most important, or primary, informal caregivers. Slightly more
than half of these primary caregivers lived with elderly sample mem-
bers. As described in the technical report (Christianson, 1986), the
channeling evaluation used a baseline and two follow-up interviews
with primary caregivers at six-month intervals to gather additional
detail on patterns of informal care.

In designing the sample member survey, it was felt that respon-
dents would have difficulty in recalling the frequency with which spe-
cific types of informal care were provided by individual caregivers
living with the sample member, as well as the hours of care they
provided. Therefore, data on intensity of caregiving were not collected
in the sample member survey for live-in informal caregivers. The pri-
mary caregiver survey partially remedies this problem, since it collects
data on the frequency and hours of care provided by all primary care-
givers, whether they live with the sample member or visit to provide
care. Information on hours of informal care provided by live-in infor-
mal caregivers other than the primary caregiver were not collected
through follow-up interviews but, according to baseline caregiver data,
this amounts to only 11.5 percent of all hours of informal care.

Table 6 shows estimates of hours of care per day reported by
primary informal caregivers. The primary caregivers of control group
members provided more than two hours of care a day (excluding
socializing) in the basic case management sites, and nearly three hours
of care a day in the financial control sites. Neither the basic case
management nor the financial control model affected these amounts of
care at 6 or 12 months. Thus, primary caregivers maintained their
caregiving even in the presence of substantially expanded formal ser-
vices under the financial control model.

With respect to the types of in-home care provided by primary
caregivers, there is some suggestion that channeling induced these
caregivers to concentrate in certain areas. First, channeling under both
models increased the proportion of caregivers helping to arrange ser-
vices or benefits -for example, under the basic model, from 46 to 56
percent at six months (not shown). Second, at 12 months (though not
at 6 months), the financial model also increased the proportion report-
ing that they helped with cleaning up after bowel or bladder accidents
and with feeding.
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Table 6: Hours of Care per Day fro Primtary Informal
Caregiver (to Sample Merbrs irt, Community)

redatnmt Control Treattment/Control
Group Mean- Group Mean Difference

Basic case management model
6 months 2.4 2.5 A.I

12- months 1.9 2.2 -0.3

Financial control model
6- months 3.2 3.0 0.2

12 months 3.1 2.7 0.4

Source: Christianson, 1986, Table V.8.
Sample Sizes: basic model, 427 and-353 for 6 and 12 months, respectively; financial
model, 514 and 409.
Note: None of the treatment/control differences differs from zero at the 5 percent
significance level. Estimates are for an average week during the month prior to the
interviews.

OTHER INFORMAL CARE FROM THE INFORMAL
CAREGIVING NETWORK

Delivery of prepared meals and transportation were the major types
of informal cate other than ini-home care received' by elderly swampe
members from the full caregiving network. The control group- means.
in Table 7 indicate that O-160 pecent of channeling eligbles received
prepared meals from informal caregivers, w-hile 16-24 percent ceived
transportation help during the week- prior to the sample member
interview.

The basic case management mnodel once agin had no effect on
either type of care at any observation point, but the financial control
model significantly reduced the proportion' receiving prep meals at
both 6 and 12 months by about a, quarter (4 percentage points). The
financial control model also reduced informal help' with transportation
at six months, though not thereafter. These effects are consistent with
the slight withdrawal of visiting- caregivers noted earlier.

DISCUSSION

To clarify the degree to which substitution may have occurred, chan-
nelirig's effects on ihlbrrnal care (for the caregiver network as a whole)
are compared to increases in formal care in Tale 8. The extent to
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Table 7: Receipt of Informally Provided Prepared Meals and
Transportation (Percent of Sample Members in Community)

Treatment Control Treatment/Control
Group Mean Group Mean Difference

Prepared Meals
Basic case management model

6 months 12.2 13.9 -1.7
12 months 12.1 12.5 -0.4
18 months 12.2 9.5 2.7

Financial control model
6 months 12.0 15.8 -3.8*

12 months 10.3 14.3 -4.0*
18 months 9.4 13.4 -4.0

Transportation
Basic case management model

6 months 23.2 20.7 2.5
12 months 23.2 23.7 -0.5
18 months 19.9 22.3 -2.4

Financial control model
6 months 18.8 24.0 -5.2
12 months 17.5 18.5 -1.0
18 months 18.7 16.7 2.0

Source: Christianson, 1986, Table IV.15.
Sample Sizes: Basic model 1,605, 1,345, and 510 at 6, 12, and 18 months, respec-
tively; financial model 1,767, 1,456, and 534.
Note: Estimates are for receipt of informal services during a week at 6, 12, and 18
months after randomization.
Statistically significant at the 5 percent level.

which the impacts are significant and in opposite directions provides an
indication of whether informal caregiving was reduced due to the chan-
neling demonstration's ability to increase formal care of the same type.

As described earlier in this article, the basic model had no signifi-
cant impacts on informal care, even in the areas where the channeling
intervention brought about substantial increased use of formal services
(meal preparation, housework, laundry, or shopping). However, the
financial control model apparently did lead to some significant reduc-
tions in informal caregiving. For example, the financial control model
increased the proportion receiving any formal in-home care by 21.8
percentage points with a corresponding reduction of 4.2 percentage
points in the proportion receiving any informal in-home care. This
relatively aggregate measure suggests that a 5 percentage point
increase in percent receiving in-home formal services was associated
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Table 8: Comparison of Effects on Informal and Formal Care
at Six Months (Treatment/Control Difference in Percent of
Elderly Sample in Community Receiving Care)

Informal Formal
Care Care

Basic case management model
In-home care
Therapy 0.6 1.4
Other medical treatments 2.3 2.4
Help taking medicine -1.8 0.0
Personal care -2.1 7.9**
Meal preparation -3.0 10.0**
Housework, laundry and/or

shopping -1.7 11.5**
General supervision -4.4 4.8*
Chores -2.0 1.5
Managing money -1.2 0.4
Other -0.6 0.6
Any in-home care -2.5 11.4**

Delivery ofprepared meals -1.7 3.9
Transportation 2.5 -0.6

Financial control model
In-home care
Therapy -0.1 5.0*
Other medical treatments 2.5 * 6.5* *
Help taking medicine -0.5 7.3**
Personal care -2.9 25.3**
Meal preparation -5.3 * * 21.5 * *
Housework, laundry and/or

shopping -6.2* * 24.3* *
General supervision -2.7 13.0* *
Chores -1.6 4.0*
Managing money -2.6 0.7
Other 0.0 0.2
Any in-home care -4.2** 21.8**

Delivery ofprepared meals -3.8* 11.9**
Transportation -5.2* 6.6* *

Source: Tables 3 and 5 of this article and Tables 1, 5, and 7 of Corson, Grannemann,
and Holden (this issue).
Sample Sizes: Basic model 1,605 and 1,630 for informal and formal care, respectively;
financial model 1,767 and 1,785.
Note: Estimates are for receipt of formal and informal services during a week six
months after randomization.
'Statistically significant at the 5 percent level.

**Statistically significant at the 1 percent level.
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with a 1 percentage point decrease in the percent receiving informal
care. Examination of the services where the effects were concentrated
indicates similar orders of magnitude. The financial control model
intervention was characterized by a 24.3 percentage point increase in
the proportion of sample members receiving formal housework/
laundry/shopping services at six months, and this was associated with a
6.2 percentage point reduction in informal care of the same type. For
meal preparation, there was an increase of 21.5 percentage points
associated with a decrease of 5 percentage points. The reduction in
informally provided personal care was less; a 25 percentage point
increase in formal services was associated with a 3 percentage point
decrease (not significant) in informal care.

For delivered meals and transportation under the financial control
model, a stronger relationship between the use of formal and informal
care was present. The ratio of increases in formal services to decreases
in informal services was 2 or 3 to 1, rather than the 4 or 5 to 1 ratio
observed for other services and overall.

As noted earlier in this article, these reductions in informal care-
giving under the financial control model were not due to withdrawal of
primary caregivers (the persons designated by the client as providing
most of their informal care, whether living with the client or not). They
apparently occurred mainly through withdrawal of some individuals
who visited to provide care, most likely friends and neighbors. More-
over, the treatment/control differences in both the number of visits and
hours of informal care given by visiting caregivers were small and not
statistically significant. At 12 and 18 months, there are fewer combina-
tions of significant impacts (not shown), indicating that substitution
may have diminished in importance as the demonstration progressed.
These results also imply that the total amount of community care from
formal providers and informal caregivers combined went up as a result
of channeling, The reductions in informal care under the financial
model were far too small to offset the increases in formally provided
care that were part of the intervention.

With the available data, it is not possible to determine precisely
why relatively modest reductions in informal caregiving were observed
in the channeling demonstration despite an intervention that included
much greater use of formal, community-based long-term care by the
treatment group. However, the results of the channeling demonstra-
tion do demonstrate that, at least under some conditions, expansion of
community care benefits does not necessarily lead to wholesale reduc-
tions in the activities of informal caregivers.
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APPENDIX

DEVELOPMENT OF PRIMARY CAREGIVER
SURVEY

As described in the first article (Carcagno and Kemper), a single,
primary caregiver was identified at the baseline interview of a special
subsample of the elderly research sample. This individual was the
person designated by the elderly sample member as the friend or family
member who helped the most to take care ofhim or her, or of his or her
affairs, or to do things around the house. Friends or family members
whose only assistance was to provide emotional support or to give the
sample member money were excluded from the primary caregiver
survey. Also, in order to be included, caregivers either had to be help-
ing regularly (at least once a month) at the time of the interview during
which the caregiver was identified, or to have been helping regularly in
the month prior to that interview or, if the elderly sample member had
been institutionalized, in the month prior to institutionalization. The
individuals who met these requirements formed the primary caregiver
sample and, after administration of an initial baseline interview, were
interviewed 6 and 12 months later. Completed caregiver baseline inter-
views were obtained for 1,940 individuals, or 87.0 percent of desig-
nated caregivers found to be appropriate; only 46 of the caregivers first
named by the elderly sample members refused to be interviewed. At 6
and 12 months, 1,631 and 1,100 completed interviews were obtained.
If a sample member was deceased or in an institution at 6 months, no
12-month interview with the individual designated at baseline as the
primary informal caregiver was attempted. Also, if the sample member
was living in the community but the primary caregiver was no longer
providing care at 6 months, no 12-month caregiver interview was
attempted.

Primary informal caregivers were asked whether they currently
provided each of 16 specific types of informal care. Six of these types of
care are essentially subcategories of the more general category of per-
sonal care used in the analysis of sample member responses. General
supervision of personal care tasks, medical care tasks, and administra-
tion of medication - by staying in the same room to offer assistance and
to ensure that these tasks were properly carried out- also counted as
caregiving. In these responses, primary caregivers were asked to
include only care provided regularly (defined as on a routine basis at
least once a month). Finally, caregivers were asked if they socialized or
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kept company with care recipients, independent of actually providing
care. These responses are analyzed under the separate heading of
socialization with the sample member.

In the primary caregiver survey, caregivers estimated how many
hours, on an average day when helping, they spent providing personal
care, medical care, or help in taking medicine. It was assumed that all
of this time spent caregiving was attributable to the sample member's
disability and would be unnecessary otherwise. These responses were
then used in conjunction with estimates of the proportion of days in the
week during which the caregiver gave any help to construct a measure
of average hours per day.

A somewhat different approach was adopted in estimating the
hours spent by caregivers on other tasks -including meal prepara-
tion, laundry or housework or shopping, chores, transportation,
and money management. First, the primary caregiver was asked to
estimate the amount of time spent on all of these tasks combined, on
an average day when helping. Then the caregiver was asked if any of
this time was extra time, with "extra" defined as time over and above
the time that would be required if the sample member were not ill or
disabled.

The resulting estimate was then converted to average hours per
day. This approach was used in an attempt to identify the time spent in
these caregiving tasks that was actually attributable to the sample
member's disability and would be unnecessary otherwise. Clearly,
however, the concept of extra time is a difficult one, particularly for
caregivers living with sample members. The resulting time estimate is
most appropriately interpreted as the caregiver's perception of extra
time, rather than an objectively accurate measure of it. Regardless of
the approach adopted to estimate caregiver time (total or extra), the
estimated treatment/control differences should be the same, unless the
estimates of extra time differ systematically between treatment and
control groups.

STRENGTHS AND LIMITATIONS
OF THE PRIMARY
CAREGIVER DATA

When interpreting the impacts of channeling on informal caregiving, it
is important to be aware of the strengths and limitations of the primary
caregiver versus sample member data sets. The discussion that follows
underscores the important survey differences.
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Limitations of Primary Caregiver Data
Relative to Sample Member Data

1. The analysis of the caregiver responses is based on a smaller
sample size than the analysis of sample member responses.
Other things equal, this means that a difference in channeling
impacts that is statistically significant using the sample mem-
ber data could be insignificant using the caregiver data, even
when the estimated magnitude of the impact is similar for
both data sets.

2. There are no 18-month follow-up data in the caregiver survey
(although such data were collected from sample members).
This lack means that channeling's impact on the informal
caregiving activities of primary caregivers that takes longer
than a year to be fully realized cannot be detected in the
analysis.

3. The caregiver sample excluded primary caregivers for sample
members screened at the beginning and the end of the dem-
onstration. For this reason, the sample may not be exactly
representative of primary caregivers for all the sample mem-
bers. This possibility cannot be tested directly since, by defi-
nition, no data are available for primary caregivers excluded
from the survey. However, a comparison of the characteristics
of sample members who formed the basis for the caregiver
survey with the characteristics of all other sample members
found few significant differences between these groups.

Strengths of Primary Caregiver Data
Relative to Sample Member Data

1. The use of the caregiver instead of the sample member as a
respondent arguably could increase the accuracy of the data
with respect to receipt of care. The sample member may not
always be aware of all the different types of informal care
provided or may not regard some types of activities (for
instance, general supervision) as informally provided care.
Or, the sample member may consciously underreport the
amount of available informal care with the intent of maximiz-
ing the formal resources supplied by the channeling agency.
Using the primary caregiver as the survey respondent can
avoid some of these potential biases but can introduce others.
For example, the caregivers may also underreport the avail-
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ability of informal care in the hope of securing a greater
amount of formal assistance. Or the caregiver may exagger-
ate caregiving activities as a form of self-promotion or to
influence case managers to provide more respite-type ser-
vices. The relative direction of bias in the responses of care-
givers and sample members is not clear and probably could
not be resolved even with actual observation of care (since
that process might introduce its own types of bias). But biased
reporting aside, it seems reasonable that caregivers would
assess more accurately their level of caregiving than would
sample members.

2. The caregiver survey offers more detailed information
regarding the types and amounts of informal care provided to
sample members. With respect to types of care, more detailed
information is collected regarding personal care and the
arranging of services or benefits, and a distinction is made
between general supervision (a caregiving activity) and
socialization (where no care is provided). With respect to
amount of care, data on hours of informal care provided are
collected for all primary caregivers, not just for visiting care-
givers as in the sample member survey. This more detailed
data collection was possible because there were no competing
demands from other areas of the evaluation, as was the case in
the design of the sample member survey.

3. The caregiver survey contains data on the services provided
by primary informal caregivers to all institutionalized sample
members at six months. Because of time limitations and con-
cern for respondent burden, the sample member survey by
design did not include questions on the informal care received
by institutionalized sample members. Thus, the caregiver
survey, where such data are present, can provide a more
nearly complete picture of channeling's overall impact in this
respect.

As discussion of the limitations and strengths of the primary care-
giver survey data suggests, this data source is not unambiguously pref-
erable to the sample member data in assessing channeling's impact on
informal care. However, the strengths of the primary caregiver survey
data do add breadth and depth to the analysis, and they do balance
limitations of the sample member data set in areas where its limitations
are greatest.
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